A 45-year-old woman presented to the surgical oncologist with complaints of chest pain and purulent discharge from the left nipple and a lump in the breast. Fine-needle aspiration cytology (FNAC) was performed from the breast lump and it turned out to be inflammatory in nature. The patient responded well with the antibiotic, but during routine investigation, cardiomegaly was reported in the X-ray chest (PA view). For this reason, echocardiography was carried out which was reported to be normal with note of some anterior extrinsic mass pressure on the heart. X-ray chest (lateral view) revealed as a large oval mass with calcific wall in the anterior mediastinum. CT scan was done for the evaluation of the mediastinal lesion. It showed an oval circumscribed large anterior mediastinal cystic mass with the irregular calcific wall, causing extrinsic pressure over the heart. A small eccentric fat element in it was suggestive of mediastinal teratoma. Ultrasound was done for this large cystic lesion which showed echogenic mobile spherules of variable size within the large cyst, an ultrasound sign of cystic teratoma of mediastinum [1] . Ultrasound-guided FNAC was done in which grossly cheesy material was aspirated. Epitheloid and lymphocytic cells were seen on cytological analysis Figs. 1, 2 and 3.
Discussion
CT scan is the choice of imaging investigation for evaluation of mediastinal teratomas. The presence of fat and calcification in the lesion is diagnostic for the disease. MRI provides similar information although it may not detect calcification. Ultrasound has also characteristic patterns of mediastinal teratomas [2] . There are three major patterns: a complex mass of heterogeneous echogenicity, homogeneous high echogenicity within solid mass, and mobile/floating spherules within a cystic mass. Thus, ultrasound can improve the diagnosis of mediastinal teratomas, particularly when CT scan is not available. 
